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Clinical Images: Unilateral Hippocratic fingers and macaroni sign
The patient, a 17- year- old girl, presented to the emergency department with a 2- week history of pain in her left arm and swelling of the 
fingers on her left hand. Her history was otherwise unremarkable. Notably, there were no symptoms of systemic inflammation (night 
sweats, fever, or weight loss). Clinical examination of the left arm revealed absence of pulses. Blood pressure was low (systolic 50 mm Hg) 
when measured on the left arm and elevated (170/100 mm Hg) when measured on the right arm. Physical examination revealed finger 
clubbing (Hippocratic fingers) only on the left hand. The C- reactive protein level was mildly elevated (1.8 mg/dl [normal <0.5]). Color duplex 
sonography showed filiform long- segment stenosis in the left common carotid artery (CCA) with marked concentric intimal thickening 
(arrow). This sonographic feature, known as macaroni sign, confirmed the diagnosis of Takayasu arteritis (TAK). Ultrasound and magnetic 
resonance angiography revealed an occlusion of the left subclavian and axillary artery (asterisk) as an underlying cause of finger clubbing 
on the left hand. Further imaging also revealed significant bilateral renal artery stenosis causing renovascular hypertension. Immunosup-
pressive and antihypertensive treatment was initiated. Subsequently, renal artery stenosis was treated with stent angioplasty. Bilateral club-
bing can be seen in patients with severe cardiopulmonary disease, classically in patients with congenital cyanotic heart disease. Unilateral 
clubbing is a very rare presentation of TAK, resulting from severe chronic upper limb ischemia (1–3).
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